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ASSOCIATION OF ESOPHAGEAL ACHALASIA AND PULMONARY ACTINOMYCOSIS INFECTION 
SIMULATING BRONCHIAL NEOPLASM
Iwao Takanami, Ken Takeuchi, and Masao Naruke, Tokyo, Japan
Pulmonary actinomycosis is a relatively uncommon dis-
ease caused by Actinomyces israelii, which is a normal inhab-
itant in the oral cavity and upper intestinal tract of human
beings. It is believed that pulmonary actinomycosis enters the
thorax via the bronchial tree by aspiration of contaminated
secretions from the oropharynx. Achalasia of the esophagus
is characterized by a high-grade obstruction at the esopha-
gogastric junction. Pulmonary disease associated with acha-
lasia is typically brought about by aspiration of contaminated
matter from the dilated esophagus into the respiratory tree.
Reported here is a case of achalasia complicated by pul-
monary actinomycosis.
Clinical summary. A 52-year-old woman was admitted
for cough and bloody sputum of 2 months’ duration. She had
a 3-year history of dysphagia, vomiting, and nocturnal aspi-
ration of undigested food, which had yielded a diagnosis of
achalasia of the esophagus. The chest radiograph showed
consolidation in the apical and posterior segments of the right
upper lobe. Thoracic computed tomographic scan revealed a
mass of intrapulmonary soft tissue, without mediastinal
involvement, and dilatation of the esophagus (Fig 1). Sputum
smear and culture for acid-fast bacilli and sputum cytologic
studies were negative on three occasions. Bronchoscopic
examination revealed mucosal inflammation in the right
upper lobe bronchi without any endobronchial lesion, and
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Fig 1. Computed tomograph of the thorax demonstrating an opacity and marked dilatation of the esophagus.
examination of bronchial washing for acid-fast bacilli, fungus
culture, and cytologic studies were all negative. A barium
swallow showed marked dilatation of the esophagus with no
peristalsis and failure of barium to flow into the stomach (Fig
2). The patient was initially treated orally with erythromycin.
After 8 weeks the radiographic abnormality had not resolved,
and bronchogenic carcinoma was considered as a likely cause
of the lesion in the right upper lobe. Surgical exploration was
then done. During the operation, a large mass was found,
adherent to the pleura, and a right upper lobectomy was per-
formed. Pathologic examination revealed necrotizing tissue
in which Actinomyces organisms could be seen. The fresh
specimen was sent for microbiologic examination, and
Actinomyces israelii was isolated. After treatment with ampi-
cillin, the patient made a good recovery, but she refused
surgery for achalasia of the esophagus.
Discussion. The recurrent aspiration that often complicates
achalasia causes chronic pulmonary inflammation impairing
the lungs’ ability to control infection effectively. Andersen,
Holman, and Olsen1 reported pulmonary symptoms in 10%
of 601 cases of achalasia. The most extensive and most
important type of aspiration pneumonia occurs when semico-
matose or unconscious patients aspirate liquid gastric con-
tents. However, even persons with apparently normal senso-
rium regurgitate and aspirate gastric contents during sleep,2
as seen in this patient with achalasia. Mycobacteria are fre-
quently isolated from the sputum of bronchial secretions with
achalasia and aspiration pneumonia.3 Reports have docu-
mented the association of fungal infection and aspiration
pneumonia by esophageal disease,4 but little has been report-
ed about the association of esophageal disease and pul-
monary actinomycosis or aspiration pneumonia. Pulmonary
actinomycosis is thought to be caused by aspiration of oral
debris containing organisms normally inhabiting the oral cav-
ity and upper intestinal tract of human beings. Actinomycosis
of the upper intestinal tract has also been reported.5 Our
patient with achalasia had a 3-year history of overflow aspi-
ration and nocturnal (supine) aspiration. In this case, pul-
monary actinomycosis is thought to have started after aspira-
tion of contaminated oral or esophageal secretions by
repeated vomiting resulting from achalasia. Pulmonary actin-
omycosis usually produces patchy alveolar infiltrates that
may be unilateral or bilateral. Rarely, the infiltrates show
pseudotumor, and there are reports of pulmonary actinomy-
cosis simulating neoplasm of the lung.6 The diagnostic diffi-
culty of pulmonary actinomycosis arises from a lack of spe-
cific findings. The clinical symptoms are common to many
chest diseases, and the presence of Actinomyces organisms in
the sputum is unhelpful, because it is a common oral commu-
nal. Chest radiographic appearances also vary. Although
uncommon, pulmonary actinomycosis should be considered in
the differential diagnosis of pulmonary neoplasm, particularly
in atypical cases such as those with achalasia. Preoperative
recognition would prevent the need for thoracotomy.
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Fig 2. Film from barium examination showing a grossly dilat-
ed esophagus above a narrowed esophagogastric junction,
limiting the amount of material that can pass into stomach.
